ORTITIS syndrome (Takayasu's arteritis) is a chronic inflammatory disease of the aorta, main branch arteries and pulmonary artery.1) The progression of arterial lesions or relapse is not usually evident. In this paper, a patient with aortitis syndrome is reported in whom the aortic lesion was found to progress over a period of 1 year.
SUMMARY
In a 28-year-old woman with aortitis syndrome, repeated aortography revealed the development of a coarctation of the abdominal aorta occuring over a period of 1 year. Clinical and surgical examinations showed evidence of inflammation and ruled out other diseases during that time.
This suggests that in cases of aortitis syndrome arterial lesions may show rapid progression over short time periods and in the absence of untoward events.
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CASE REPORT
A 28-year-old Japanese woman was seen at a hospital complaining of fatigue and numbness in the left arm 2 years ago. At that time she was pregnant. The blood pressure was 140/70mmHg in the right arm but unmeasurable in the left arm. A diagnosis of aortitis syndrome was made.
She was admitted to hospital in this pulseless state 1 year later. Blood Received for publication December 20, 1983. 633 Table I . Laboratory Data at the Time of the First and Second Angiographic Examinations pressure in the right arm was normal and did not differ from that in the legs. Accelerated erythrocyte sedimentation rate, hypergammaglobulinemia and mild anemia were evident (Table I) . Specific diseases other than aortitis syndrome were ruled out by clinical examination. The left subclavian and vertebral arteries were occluded and the right subclavian artery was stenosed ( Fig. 1 ), but lesions of the abdominal aorta were not evident (Fig. 2) on the aortogram. Following that, she had worked as a nurse for 5 months until she felt numbness in the legs, fatigue on exertion and intermittent claudication. Two months before the second admission, she complained of headache and palpitations. The blood pressure at that time was 170/110mmHg in the right arm.
On admission her general condition appeared good, but could not walk more than 200m. Heart rate was 98/min and body temperature was 37.5 centigrade. Blood pressure was 172/88mmHg in the right arm but unmeasurable in the left arm and both legs. Vascular bruits were audible on the right side of the neck and on the epigastrium. Both legs were cold and the femoral arteries pulsated faintly. Inflammatory signs were evident (Table I) but specific causes of the arterial lesions and other diseases were not evident on clinical examination.
On repeated aortography, the thoracic aorta and its branches showed the same lesions as those observed 1 year previously (Fig.  1) . However, the abdominal aorta below the renal artery ostia had narrowed segmentally over a 3.5cm length and was stenosed by 90%. Both renal arteries were also stenosed and the superior mesenteric artery was obstructed 
Fig. 2. The abdominal aorta was intact in October 1981 (left).
There is a 90% stenosis in the abdominal aorta at the early phase (middle) and the intact distal abdominal aorta at the late phase (right) of the aortogram taken in October 1982. (Fig. 2) . The collateral circulation was rich. The intraaortic pressure was 198/98 above and 106/78mmHg below the coarctation.
After the patient had been treated for 3 months with 2.0mg/day of betamethasone, the stenosed aorta was reconstructed surgically with a bypassgraft. At operation, both the distal thoracic aorta and upper abdominal aorta were adhered to by thick fibrous tissue and rich collateral vessels. The firm wall and weak pulsation of the left renal artery were also observed.
However, the proximal descending thoracic aorta and distal abdominal aorta below the inferior mesenteric artery ostium were normal . A bypass was constructed between them with a dacron graft, and another from the bypass graft to the left renal artery. Histological examination of the stenosed arteries was not done. Two weeks postoperatively, the blood pressure had decreased to 130/70mmHg in the right arm and increased to 134/84mmHg in the leg , but remained unmeasurable in the left arm. The intermittent claudication disappeared. She was able to return to her job 1 year after the operation.
DISCUSSION
Aortitis syndrome, first observed by Takayasu in 1908,2) has been well studied but the etiology remains elusive. Some stages of chronic arteritis have been estimated according to the pathological findings in autopsied patients,3)-5) but progression of the disease based on repeated aortography during its course has not been demonstrated.
Aortitis syndrome in our patient was diagnosed 1 year previously on the basis of inflammatory signs and multiple arterial lesions of unknown etiology. The coarctation of the abdominal aorta became evident only 1 year later at the time of repeat aortography. Thrombotic obstruction of the abdominal aorta or a branch artery has been reported.6)-8) As gradual progression of ischemic symptoms in the legs, a long segmental coarctation associated with stenoses of branch arteries in the abdomen on the aortogram, and inflammatory changes in the abdominal aorta were seen at operation, the coarctation seems to have been due to progression of the arteritis in our patient. She did not have any other diseases during the 1 year period. No specific causes of the progression of arterial lesions were found at the time of the second aortogram. Thus, the findings in this patient suggest that arterial lesions in patients with aortitis syndrome may progress during a short time period and even in the absence of other clinical events.
